they fail to emphasize enough the one crucial element: adequate and meticulous multidisciplinary, preoperative patient preparation. Furthermore, they do not give enough credit to their hepatology colleagues or the astute clinical team that makes the decision regarding the timing of the operation. It is this risk modification ''prior'' to elective surgical repair and the close postoperative supervision that I believe shifted the balance in this study.
For those of us who have hepatological oversight in the management of such patients, the onus is on us to lower the perioperative risk. The timing (determining baseline optimal liver function), correction of malnutrition, use of blood or blood products (e.g., platelets, plasma), use of medications (diuretics, b-blockers, somatostatin analogs), and interventions [transjugular intrahepatic portosystem shunt (TIPS), hepatic transplantation] can have a major impact on outcome. For the less fortunate, single-handed surgeon, the assessment of these patients will continue to be problematic.
The results of Oh et al. quash some old dogma about inguinal hernia repair in patients with ascites and ChildPugh C status [2] . Should these encouraging outcomes entice us to be bolder in the repair of symptomatic inguinal hernias in this group? The answer, in my view, is only if you can reproduce the clinical acumen and expertise of a multidisciplinary team when managing these complex patients.
